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DEPARTMENT OF VETERANS AFFAIRS
HEALTH CARE SYSTEM

WEDNESDAY, JANUARY 29, 2003

HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC

The committee met, pursuant to call, at 2:12 p.m., in room 334,
Cannon House Office Building, Hon. Christopher H. Smith (chair-
man of the committee) presiding.

Present: Representatives Smith, Simmons, Brown of South Caro-
lina, Boozman, Bradley, Beauprez, Ginny Brown-Waite of Florida,
Renzi, Evans and Filner.

OPENING STATEMENT OF CHAIRMAN SMITH

The CHAIRMAN. The committee will come to order. Good after-
noon.

Last night President Bush reported that the State of the Union
was strong. Today we will examine the state of veterans’ health
care to see if it is equally strong.

Only days ago the Department of Veterans Affairs announced
that for the first time it would use its authority to curtail new en-
rollments for veterans’ health care. VA reported that at least, and
I emphasize at least, 200,000 veterans are waiting 6 months or
longer for their first appointment with a VA doctor, and that esti-
mate doesn’t count those still waiting to enroll in the system. Many
of those waiting are 100 percent disabled and paralyzed veterans.
In fact, when Secretary Principi sent one of his deputies, Gordon
Mansfield, a decorated Vietnam veteran paralyzed in combat, to try
and enroll in VA health care, he was turned away in state after
state due to overcrowding.

Earlier this month Chairman Buyer and committee staff visited
one medical center in Florida and discovered that over 2,700 veter-
ans are waiting to be scheduled to see a VA audiologist, over 4,000
veterans are waiting to see an eye specialist, and almost 700 are
waiting to see a cardiologist. More than half of these veterans were
high-priority veterans in categories 1 through 7. All reports indi-
cate that a similar situation exists at a majority of VA medical cen-
ters throughout the country. Care delayed, I would respectfully
submit, is care denied.

At the same time there remain at least 275,000 homeless veter-
ans who—and that is a VA estimate, the VSO has put the number
even higher—who desperately need a helping hand, yet VA is un-
able to fully fund programs that Congress approved less than 2
years ago. The VA has closed over 1,500 long-term care beds at a
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time when World War II and Korean War veterans are most in
need of assistance. Despite an increase in the number of veterans
who have service-connected mental illnesses such as post-traumatic
stress disorder, VA is providing less care overall than it did in pre-
vious fiscal years. And most troubling of all, according to the VA’s
own published documents in the Federal Register of January 17,
the VA will be short, $1.9 billion in their health care budget for
this fiscal year, and that assumes that the VA will receive the full
$23.9 billion for health care approved last year by both the House
and the Senate Appropriations Committees.

Let me emphasize what I just said. The VA projects that it needs
other $1.9 billion this year to meet the health care needs of veter-
ans already enrolled. To put this in perspective, $1.9 billion is the
annual cost of providing care to roughly 422,000 veterans from all
priority groups, veterans who are already in the system.

How does the VA plan to make up the difference this year? The
only proposal to date is the freeze on enrollment of new priority 8
veterans, a move that the VA projects could save at most $130 mil-
lion this year.

Some have suggested that Congress is to blame for the shortfall
in funding for the veterans’ health care, but the record over the
past 5 years is clear that each Administration request has been a
budget floor, while Congress has added funds above the request
each and every one of those years. For fiscal year 2003, the Admin-
istration requested a 6 percent increase. The House passed and the
Congress is expected to approve an 11 percent increase. That is $1
billion above the VA budget request. Over the past 5 years Con-
gress has consistently provided greater funding than was requested
by the Administration, on average over $300 million each year. In
addition, last year Congress passed a supplemental appropriation
that included $417 million for VA health care. Regrettably, the Ad-
ministration refused to accept $275 million of that supplemental
targeted for veterans’ medical care.

Others have suggested that the VA’s problems are driven by en-
rollment of veterans who were not injured during their service, so-
called lower-priority veterans in category 8. However, it is clear
that even if VA had never offered priority 8 veterans the oppor-
tunity to receive care from the VA, it would still be swamped with
service-connected and low-income veterans who are in the high-pri-
ority categories.

According to the VA, the number of high-priority veterans en-
rolled in VA health care is projected to rise by 384,000, or 7.5 per-
cent this year, and by 281,000 next year. A total of 5.8 million
high-priority veterans will be enrolled for VA health care next fis-
cal year, and this trend will not diminish for several more years.

The word “crisis” is often overused in this town, but clearly VA
health care is in crisis, the funding of VA health care, and it is at
a crossroads. Last year I, along with my good friend Lane Evans,
offered several bills seeking long-term solutions to VA health care
funding problems. H.R. 4939 would have allowed the VA to be re-
imbursed by Medicare for providing care to Medicare-eligible veter-
ans. H.R. 5250 would have made VA health care funding a for-
mula-driven budget item, based upon demand and medical inflation
rather than a discretionary budget item. H.R. 5392 would have al-
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lowed the VA to recover costs of medical care from third parties in
the same manner as if VA were a preferred provider organization.
And finally, H.R. 5530 would have enhanced the right of the VA
to recover payments from third parties for providing non-service-
connected care.

We are again preparing to introduce legislation on a bipartisan
basis to provide long-term solutions to VA’s funding problems, but
before we can arrive at solutions, we first need to agree on the na-
ture and scope of the problems. For some, the Secretary’s decision
to cut off enrollment of 164,000 category 8 veterans was a solution.
To me and many others it is a problem.

So I return to the central question of today’s hearing: How well
is VA fulfilling its statutory mandate to provide the full range of
health care services that veterans have earned? Are service-con-
nected disabled and paralyzed veterans receiving timely and com-
prehensive care, including access to the latest advances in medicine
and technology? Is VA meeting its obligations to indigent veterans,
those who have fallen on hard times, including those suffering from
drug addiction and mental health problems? How about our elderly
veterans? Many who fought on the beaches of Normandy or in the
forests of the Ardennes, and the across the frozen Chosin Res-
ervoir, are they receiving the long-term care Congress mandated
for them in the Millennium Health Care and Benefits Act of 2000?
(Which again, was passed by a previous Congress and remains to
be adequately acted upon by the administration).

Many of you have heard of the American Legion’s project called
“T Am Not a Number.” It is helping to put a human face on veter-
ans’ health care issues rather than just focusing on numbers such
as budget allocations and enrollment projections. It reminds me of
a saying often used by Mark Twain, and it is quite appropriate for
today’s hearing. Twain said there were three kinds of lies: Lies,
damn lies, and statistics. I think that Mr. Twain and the American
Legion have it right: Veterans are not numbers, their health is not
a statistic, and our Nation’s debt to them must be more than just
words. We can do better, and I do believe we will.

[The prepared statement of Chairman Smith appears on p. 45.]

The CHAIRMAN. I would like to yield to Mr. Evans for any open-
ing comments he might have.

OPENING STATEMENT OF HON. LANE EVANS, RANKING
DEMOCRATIC MEMBER, COMMITTEE ON VETERANS’ AFFAIRS

Mr. Evans. Thank you, Mr. Chairman and members of this com-
mittee. I welcome the new members of the committee who are join-
ing us for the first time today.

I am also deeply disappointed to learn that Secretary Principi
had recently decided to bar those highest-income veterans who had
not already enrolled for care from applying for VA services. I was
particularly disappointed, Mr. Chairman, given our bipartisan rec-
ommendation to the Budget Committee to increase the President’s
request for VA funding levels fiscal year 2003 by $2.2 billion. Un-
fortunately the appropriation that is before us is below that level
and will only aggravate the VA’s health care problems.

But, Mr. Chairman, there is a solution. You and I introduced
H.R. 5250, the Veterans Health Care Funding Guarantee Act of
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2002, which would have established a mandatory funding stream
for the VA health care.

I want to reaffirm my commitment and ask for yours in working
together to address any obstacles that have been set in our path
in getting this legislation reintroduced in the near future. I look
forward to working with you, Mr. Chairman.

I yield back.

The CHAIRMAN. Thank you for your comments.

[The prepared statement of Congressman Evans appears on p.
46.]
The CHAIRMAN. I would like to introduce our very distinguished
Under Secretary for Health, Dr. Robert Roswell, who was con-
firmed by the Senate on March 22, 2002. Dr. Roswell has directed
the VA’s health care network for Florida and Puerto Rico since
1995. Dr. Roswell previously held positions as Chief of Staff at the
VA medical centers in Birmingham Alabama, Oklahoma City; and
held leadership positions in other VA facilities and VA central of-
fice in Washington.

He is a 1975 graduate of the University of Oklahoma School of
Medicine, where he completed his residency in internal medicine,
and a fellowship in endocrinology and metabolism.

Dr. Roswell served on Active Duty in the U.S. Army from 1978
to 1980 and is currently a colonel in the Army Reserve Medical
Corps.

Thank you for being here. We look forward to your testimony.

STATEMENT OF HON. ROBERT H. ROSWELL, M.D., UNDER
SECRETARY FOR HEALTH, DEPARTMENT OF VETERANS
AFFAIRS

Dr. RosweLL. Mr. Chairman, members of the committee, I am
pleased to be here today to discuss the challenges facing VA in
meeting the current demand for VA health care services. With your
permission, I will provide a brief summary of my formal statement
and ask that the formal statement be included in the record.

Today’s VA health care system is one of the most effective and
successful health care systems in the Nation. VA’s performance
now surpasses many government targets for health care quality as
well as measured private sector performance. For 16 of 18 indica-
tors critical to the care of veterans and directly comparable exter-
nally, VA is now the benchmark for the entire Nation. VA is also
leading the way in assuring safe health environments and health
care delivery, and we are continuing our efforts to achieve addi-
tional cost efficiencies.

Today VA has nearly 1,300 sites of care and is providing care to
nearly 48 percent more veterans than in 1997. At the same time
we have reduced the cost of care per veteran by 26 percent through
more efficient and effective care delivery.

VA continues to place a strong emphasis on comprehensive spe-
ciality care, but we now also emphasize coordination of care
through primary care providers. With this transformation, and by
employing new models of care coordination and delivery, veterans
have gained access to an integrated health care system focusing on
addressing their health care needs before hospitalization becomes
necessary.
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Mr. Chairman, while the changes in the VA health care system
have been profound, and the benefits have been recognized both in-
side and outside the Department, we also face significant chal-
lenges. VA is currently experiencing an unprecedented demand for
health care services. We had nearly 800,000 new enrollees in fiscal
year 2002 alone, and currently we have almost 6.6 million veterans
enrolled. We currently project that we will provide care to 4.6 mil-
lion veterans this year. This represents a 70 percent increase since
1996. Continued workload growth of this magnitude is clearly
unsustainable within VA’s current level of available resources.

As discussed in my formal statement, VA has taken steps to as-
sure priority access to service-connected veterans, veterans who are
poor and those with special needs.

And recently we announced our decision to suspend enrollment
of new Priority 8 veterans. We did not reach this decision easily.
However, it was a decision that had to be made in order to main-
tain the quality of health care we provide to currently enrolled vet-
erans and those higher-priority veterans who have yet to enroll,
and to assure that our system will be ready and able to meet any
and all needs of veterans of a future conflict, should one occur.

The Secretary has also announced that work is under way with
the Department of Health and Human Services to determine how
to give Medicare-eligible Priority 8 veterans who cannot enroll in
VA’s health care system access to a VA+Choice Medicare plan
which would include prescription drug benefits very similar to the
type of plan the President mentioned last evening. Our goal is to
have this option available by the end of the year.

During much of the past year, we have had over 300,000 patients
on waiting lists to receive medical care. Currently, about 200,000
veterans are on those lists. VA has made concerted efforts to re-
duce waiting times and eliminate excessive waits. With the addi-
tional funding requested for fiscal year 2003 and the enrollment de-
cision, we expect to significantly reduce these waits this year.

We must also continue to find better ways to deliver care. We
need new ways to partner with patients to more effectively manage
health care continuously. This approach will involve a fundamental
change in how we view health care from a provider-centric to a pa-
tient-centric focus. Implementing this approach will have a sub-
stantial impact on primary care, but an even more profound impact
on long-term care. Institutional long-term care is very costly and
may impair the long-term spousal relationships and reduce quality
of life.

The technology and skills exist to meet a substantial portion of
long-term care needs in noninstitutional settings. Nursing home
care should always be the option of last resort.

To oversee many of the initiatives needed to implement a new
patient-centered model for care in long-term care, I have created
the new Office of Care Coordination. This office will have in its
charge such issues as the use of technology and care coordination
and the development and implementation of policy and initiatives
for chronic disease management and long-term care.

But while there is much that VA can do on its own, we also need
the committee’s assistance. For more than 30 years VA has devel-
oped a continuum of institutional and noninstitutional services to
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meet the extended care needs of veterans, including VA-provided
contracted and State home services. I believe that the capacity re-
quirement included in the Millennium Act should be updated to re-
flect VA’s current direction in the provision of all types of long-term
care.

We also need your help to assure VA’s ability to remain competi-
tive in pay and work force innovations. We expect to experience
increasing difficulties in the year ahead in maintaining our nursing
work force, and we currently expect to face severe challenges in re-
cruiting physicians, especially in scarce specialties. VA’s current
pay authorities are stretched to the maximum and the Department
can no longer offer competitive salaries for many medical
specialties.

We are developing a comprehensive work force improvement pro-
posal that would improve our ability to recruit and retain physi-
cians, nurses and other health care occupations. The administra-
tion expects to submit this proposal by late spring of this year.

Mr. Chairman, the current state of VA health care is excellent.
We have—but we have much to do to maintain and build upon that
excellence. My vision of the future of VA health care is positive, but
we must deliberately address the challenges I have outlined today
or risk a very different future.

This concludes my statement. I will be happy to answer any
questions you or other members of the committee have. Thank you.

[The prepared statement of Dr. Roswell appears on p. 56.]

The CHAIRMAN. Thank you very much Dr. Roswell.

Let me just begin by congratulating you on a very, very difficult
job that you have undertaken. I think you do it with great passion,
but unfortunately, you get handicapped by the resources that you
have at your disposal and fault for that certainly can be spread in
a number of areas. OMB always comes to mind. Congress comes to
mind. I mean, it seems to me that our endeavor needs to be to
marry up the need with sufficient resources so that rationing, how-
ever unwittingly, doesn’t happen.

In the Secretary’s interim final rule, if I read the numbers cor-
rectly, is how we derive that shortfall of $1.9 billion. I hope that
you work with us, notwithstanding OMB’s direction, to try to get
that additional money.

I know the appropriations bill is moving, and it won’t even come
close to meeting that. But supplementals are something that hap-
pen frequently, or at least maybe once a year, and it seems to me
that once again, the veterans are voting with their feet. They are
choosing VA health care because of the services provided, in some
cases because of the pharmaceutical benefit which is significant for
the category 7s and 8s. But the sense is that there is a good health
care delivery network. They want to be a part of it. The CBOCs
have made it possible as access points for many veterans who may
not have even thought of it before to now become consumers of vet-
erans’ health care.

As you and Secretary Principi have so ably pointed out, espe-
cially for our senior population, it is a good deal for the government
when they use VA health care—25, 30 percent less per capita per
patient than if they used a Medicare provider in a more traditional
sense or setting. It seems to me that when Uncle Sam, this spigot,
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Medicare or some other spigot, or General Treasury funds, is pay-
ing, we can’t a case that we get a better utilization of our tax dollar
going into VA health care. I continue to be baffled. Why we can’t
make that case sufficiently to get these resources?

And so, generally you know where I'm coming from, because we
have had this discussion, but I hope maybe you can just speak to
it a little more and maybe talk about the $1.9 billion—is that the
shortfall for this coming year? Are we reading these papers
correctly?

What is the estimation going forward? I know the budget has not
been submitted yet. We will have our budget hearing, but give us
a sense of what kind of resources, year after year, we are going to
need to meet the need.

Dr. RosweLL. Well, thank you, Mr. Chairman.

Using an actuary’s full-demand projection model, the 1.9 billion
shortfall you spoke about is roughly correct. But it is important to
understand, as much as I support and appreciate your advocacy for
veterans and your leadership in this committee and your tireless
efforts to generate the resources that are needed to provide care,
at this point in time it is more than simply resources. We have
reached a point with our VA health care system where the fun-
damental nature of the system has shifted because of recent de-
mand for care and years of chronic underfunding.

Today we must rebuild the system. We have to hire new physi-
cians, new specialists and new nurses, and we have to go back and
reexamine our tertiary care capability. We have had tremendous
demand for care, for pharmaceutical benefits and for outpatient
care. But over half of the new enrollees in the system have sought
just prescription drug benefits.

That shifted precious, limited resources away from our tertiary
care mission. It has created primary care clinics and prescription
drug delivery systems that are not at the fundamental nature of
our core system.

If, God forbid, we have a war with Iraq, and if we have, God for-
bid, new veterans returning with combat-related disabilities and
injuries, we must have in place the tertiary care system that will
meet those full and comprehensive needs. I'm sorry to say, Mr.
Chairman, that today we don’t have those specialists and we have
underfunded and neglected the tertiary medical equipment needs
that will create such a system to meet that need.

We need a standdown. We need time to recruit specialists to
bring on new capacity and to rebuild and replenish our tertiary
equipment capability.

The CHAIRMAN. I think you make our case, though, Dr. Roswell,
that funds are policy. I mean, notwithstanding the enrollment mor-
atorium that Secretary Principi—and he has fully had the discre-
tion to do so; I think he did so in very good faith, even though I
disagree. But I think he has the veteran at heart and especially,
you know, the service-connected and the indigent veteran. But it
seems to me that chronic underfunding in the past should not be-
come perpetual. We need to break that cycle and break it deci-
sively. And why not in the 108th Congress? Why not now? If not
us, who?
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My question is: with this budget that we will soon get, knowing
that we have a $1.9 billion demand-model shortfall for this year,
won’t that only get exacerbated as we move forward?

Please work with us because we are only one part. I mean, half
of our budget is mandatory, thank God, and that is why when we
do a GI bill, it does get fully funded because it is mandatory. And
the benefits work that our new Chairman Brown will be working
on, so much of that is, if we do it, it happens. But, unfortunately,
the health care remains discretionary, and that has led to these
chronic shortfalls, as you describe them.

But let’s not let the past, I would respectfully request, color our
future. We need sufficient resources and we will fight and the Ad-
ministration can put the marker down.

Last night I was very proud of the President on the AIDS crisis.
I am on the International Relations Committee; I am Vice Chair-
man of it. We have been working to get an AIDS bill passed that
will put more money, especially in Africa where you have an explo-
sion, 25 to 30 million people carrying the HIV virus within their
bodies. And that will only get worse; you need to put a tourniquet
on that. And the President announced a $10 billion increase for
that, $15 billion in total.

It seems to me that we have a chronic shortfall, and it goes
through previous Administrations, no doubt about it. Congress
ponied up more money, but not enough. We can break that cycle
now and do it in a bipartisan way. The Presidential Task Force—
and you might want to speak to that, and then I will yield to my
colleague for any questions he might have—will be making its
recommendations.

I know they are looking at the mandatory scheme and other
schemes as possible solutions. I would hope that maximum input
would be made that what they produce won’t be like so many GAO
reports that get put on the shelf and nobody ever acts on it. We
need a real change now, and I think the time has come.

Dr. ROswWELL. Thank you. Certainly we have worked and con-
tinue to work closely with the Presidential task force. We don’t
know what their final recommendations will be. But let me tell you
that the concept of a VA+Choice benefit that the Secretary recently
announced actually had its genesis, its beginning, in discussions
with the chairperson of the Presidential task force, Gail Wilensky,
the former HCFA Administrator.

So we have been maintaining very close communication with the
Presidential task force. We are working to implement concurrently
many of the areas of interest and many of what we believe will be
their recommendations. Clearly, I think their interim report
showed that to maximize VA-DOD sharing we have to improve ac-
cess to the VA health care system which is, in large measure, re-
source-related. But at this point, because we have saturated our ca-
pacity, we also need time to hire those physicians and nurses. And
in the health care field, the time to recruit and bring on additional
health care professionals can sometimes be lengthy.

The CHAIRMAN. I see my time is up, so I yield to Mr. Evans.

Mr. Evans. Thank you, Mr. Chairman. I have a disturbing ques-
tion to ask.
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If we are already in debt to a great degree and are not providing
enough funding for the next fiscal year, how are we going to have
enough if this war gets very heated and starts costing us casual-
ties. Particularly since a lot of the same people who are serving as
backfill are often the supply troops behind our lines?

Do you have any comment about that situation?

Dr. RosweLL. Well, Congressman Evans, I share your concerns.
As many as 8 percent of VA personnel could be deployed with a full
deployment, and that would create a critical shortage of very vital
health care professionals at a time when we most need them. I
don’t have any solutions, but I can tell you that we are eager and
ready to begin an active recruitment program. If we receive the
2003 appropriation in the near future, we will activate that full ef-
fort to bring on a substantial number of additional nurses, as many
as 1,300 additional nurses this fiscal year, as many as 500 addi-
tional physicians.

We have worked with OPM to develop policies to rehire annu-
itants to come back and work on a part-time basis in the event of
a need to activate the DOD contingency mission. I have instructed
all of our network directors to begin to identify ways to accelerate
recruitment, bringing on additional personnel, bringing back re-
tired or former employees in the event that we have that need.

But, yes, Mr. Evans, it is a very serious concern and one I share,
but one which will only get worse lacking an adequate appropria-
tion this fiscal year.

Mr. Evans. Dr. Roswell, you have also referenced outsourcing as
a possible source of significant savings for VA this year. What sort
of services are you investigating for potential outsourcing?

Dr. RosweLL. Competitive outsourcing is a component of the
President’s management agenda, but I am pleased to tell you that
the only areas where we are looking at competitive sourcing as a
possible vehicle to outsourcing would be in nonclinical areas. Cur-
rently, we are looking at laundry services; soon we will be looking
at grounds maintenance and facility maintenance and management
issues. We will also be looking at such things as food service,
though not professional dietitian care for our patients.

Our agenda to address competitive sourcing and possible
outsourcing is strictly apportioned away from the health care deliv-
ery within the VA health care system.

Mr. EvANs. All right.

Thank you, Mr. Chairman.

The CHAIRMAN. Chairman Simmons.

Mr. SiIMMONS. Thank you, Mr. Chairman. Thank you, Doctor.

Mandatory benefits. What’s the position of the VA on the issue
of mandatory benefits which has been discussed by this committee,
shifting that into health care?

Dr. RoswELL. You are referring to H.R. 5250 from the 107th
session?

Mr. SIMMONS. Yes, or similar legislation.

Dr. ROSWELL. I can’t say that the Department has an official po-
sition on the bill. Obviously, the bill died with the termination of
the last session.

Certainly, the concept is one that is interesting to me. It would
require us to look at the specifics of the bill. One of the things that
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we have determined is that in a typical year, our expenses increase
6 to 7 percent by new enrollment in Priorities 1 through 7. In addi-
tion to that, increased utilization, because the veteran population
ages, and health care expenditures and health care utilization in-
crease. With every increasing year of age, particularly in an elderly
population, we have another 2 to 3 percent incremental cost every
year. So a 7 percent increase associated with enrollment in our
highest priority groups, coupled with another 2 to 3 percent of in-
creased utilization costs, coupled with a conservatively estimated
health care inflation rate of 4.5 or 5 percent, yields a 13 or 14 per-
cent per year increase in the money available to take care of just
our core population of veterans.

The mandatory funding bill would have to index the incremental
rate to reflect those needs, and certainly, working with the commit-
tee staff, we have addressed that. I think that the concept of man-
datory funding is one that philosophically I embrace, but obviously
the Department would have to look at the specifics before there
could be any direct, express support for that. It is interesting that
we tend to treat VA health care as an entitlement, but we certainly
don’t fund it that way.

Mr. SIMMONS. And that is the whole point. Veterans tend to treat
it as an entitlement as well—in other words, as part of the prom-
ise. In some cases, it is hard to find where the promise was actu-
ally made, but that is the understanding. And so, like any entitle-
ment, you are going to have a fixed cost which may escalate based
on access to the system. But certainly we deal with that with other
entitlement programs in other parts of the government including
health care programs.

Secondly, efficient use of resources. I am sure every Member of
this Committee has experienced a situation where there may be
military health care facilities in their district and there may also
be Veterans Administration health care facilities in their district,
and perhaps even other venues. It just seems to me that in numer-
ous instances, these entities don’t know about each other’s activi-
ties. They don’t coordinate their acquisition of very expensive
equipment, and so on and so forth. What effort can we make within
the next couple of years to assess where these resources are located
and work to combine some of these resources with a common pur-
pose of providing better health care? Not only for veterans, but
maybe for the active component.

Dr. RosweLL. Well, I am pleased to tell you that there is a great
deal that has already been accomplished to move us towards that
goal. Working with the Department of Defense, we have this past
year created the Joint Executive Council as well as a Health Exec-
utive Council, that is specifically addressing those opportunities.
We have implemented a contractual arrangement that sets a fixed
discounted rate for any sharing between DOD facilities and VA fa-
cilities, a national rate schedule that eliminates the need for local
negotiation that we hope will greatly facilitate that.

VA is undergoing a comprehensive process to examine its capital
assets, its inventory of hospitals and clinic. Three representatives
from the Department of Defense actually serve on the CARES over-
sight steering committee, so that they have full participation and
DOD utilization in that process as a mandatory step in the devel-
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opment of the market plans that the VISNs are now working on.
So a lot is going on.

Also, I might add that the VA+Choice program that the Sec-
retary announced is an initial effort to really begin to, first time,
leverage Federal health care benefits across the Medicare program
and into the VA program. I totally agree with the agenda you have
laid down, and I am pleased to tell you that we are working aggres-
sively on a variety of fronts to achieve those goals.

Mr. SiMMONS. Final question, I have always been confused about
the fact that veterans applying to the VA for prescription drugs
often are told they have to go through a complete rediagnosis of
their condition. As somebody who travels a fair amount and, for a
while, was on asthma medicine, if I presented a prescription just
about anywhere in the country at a drug store, I could get what
I needed. I don’t know why this same concept can’t apply to veter-
ans going to VA.

What can we do to simplify that process and give them access to
prescription drugs without going through a lengthy, time-consum-
ing and expensive rediagnosis?

Dr. ROSWELL. Currently, the law restricts VA from providing
drugs to any beneficiary unless the prescription is written by a VA
provider except in certain very unique circumstances. So it would
take a fundamental change in legislation.

But more importantly, the provision of prescription drug benefits
through the VA allows us to oversee the quality of care being pro-
vided, our comprehensive system of clinical oversight. And the so-
phisticated, computerized patient records system allows us to mon-
itor patients for drug/drug interactions which can seriously affect
health.

We also make sure that we provide the necessary clinical and
therapeutic monitoring that is required with many of the new
medications. And that affords a much higher quality of care and
patient safety to veterans in the VA health care system. For that
reason, we oppose filling prescriptions written by non-VA providers
who may not be familiar with VA formulary or VA’s clinical mon-
itoring and oversight processes.

I also would have to question, given finite resources, if that is the
best utilization of the VA dollar when we truly need to rebuild this
tertiary capacity, this comprehensive capacity in our systems.

Over the last several years, through no strategic direction, by no
intent or policy, VA has shifted from a comprehensive tertiary
health care system meeting a full spectrum of veterans’ needs to
a system that has focused and shifted towards primary care and
prescription drug benefits. And while that is laudable if we have
the resources to do it, we can’t let the system shift and be stripped
of the resources that would be necessary to meet the needs of both
current, high-priority, disabled veterans and possible future com-
bat-disabled veterans.

Mr. SiMMONS. Thank you, Mr. Chairman. My time has expired.

The CHAIRMAN. Thank you very much. Mr. Filner.
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OPENING STATEMENT OF HON. BOB FILNER

Mr. FILNER. Thank you, Mr. Chairman. As I listen to the testi-
mony and the questions, I am struck by almost an unreal world I
think we are living in at this moment.

Dr. Roswell, you said, God forbid, if we go to war. The chairman
spoke of the President’s very great proposal of AIDS funding. The
President declared war last night, and we are going to go to war,
it looks to me. And all these other discussions have no meaning be-
cause there is not going to be money for AIDS if we are at war,
and there is not going to be the money that we are all talking
about. So in some respects, it is an unreal world we are talking
about.

More practically, Dr. Roswell, I think you said with the increase
we will get in fiscal year 2003, we will be okay.

I don’t see any increase coming. You know there is no increase
coming. The omnibus bill was cut across the board. There may be
even more cuts in VA, for all we know; in fact you may be on a
CR for the rest of the year. Now, under any of those scenarios,
which seem more real than anyone has been suggesting here, you
are in trouble. And I would like to know what you are requesting
us to do about it.

It looks like there are going to be to have layoffs and other such
incredibly difficult measures. You are going to have to cut off more
veterans, and that is the real world we live in.

Everybody’s talking about this increase that is coming. It isn’t
coming. If we are at war, there aren’t going to be any of these other
things that are even going to be discussed. So I would like you to
respond to that if you want to.

In addition, I see several of the freshmen here still. I want to
point out the order of our panels has an impact on our hearings,
and several of the subcommittees in this committee at certain
times have said, why don’t we hear from the public first, from the
VSOs, and then from the administration, because then they raise
really good questions and important questions, and we could have
him answer those. This way, he goes first and then all the mem-
bers leave and the VSOs are left by themselves without us really
getting their expertise; and the kind of questions that ought to be
asked of Dr. Roswell or Secretary Principi are simply not asked. So
I would hope, Mr. Chairman, that at least we vary the rotation of
these panels at times and have the public members and the VSOs
first. These people work day in and day out for the veterans, and
then they come here and testify and there is no one here listening
to them. I just want everybody to keep that in mind as we proceed
with the year’s hearings.

The CHAIRMAN. Will the gentleman yield on that point?

Mr. FILNER. Yes.

The CHAIRMAN. Because we have done that in the hearings. I
think it is a good idea. But even when they go second and third,
we do listen and we listen carefully. But thank you.

Mr. FILNER. We try to listen. But many of the top VA adminis-
trators—I don’t know if you are leaving, Bob, but they depart so
they don’t hear. They are in and out. And they don’t hear all the
testimony, although I am sure they get reports of it.
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So under the real, more realistic scenario, you have cut off Prior-
ity 8. We have 300,000 waiting for their first appointment. We
have a quarter million homeless on the street. We may not even
have a budget for fiscal year 2003. So you are on a CR basis. What
is going to happen? And are you going to insist on a supplemental
for 2003?

Dr. RoSwELL. The situation is dire without a budget this year.
Certainly, the omnibus bill you alluded to, resulting in the 2.9 per-
cent cut in the House-Senate mark would significantly impact our
ability to operate during the current fiscal year. We anticipate that
we would need to see almost a quarter of a million fewer patients.
We would have almost 2 million fewer outpatients visits and our
efforts to reduce the waiting list would virtually be totally ineffec-
tive. It would require us to really refocus on addressing emergent
and urgent care needs, and it is not a situation that truly provides
the comprehensive, quality health care that our veterans need and
deserve.

Mr. FILNER. I think you are right, and I think we have to face
that reality here on this committee.

Another reality, and I know you have worked on this for a time,
we are about to send 150,000 troops into an area where, the last
time we sent them, 200,000 came back with something we are call-
ing Persian Gulf War illness. We have neither a cure nor an expla-
nation of what occurred.

As you know, my opinion has been that DOD especially, but also
VA, have stonewalled—trying to get an answer to this, because
maybe people would be embarrassed by the answers—for example,
the vaccines that were given to the young men and women who
were in the Gulf.

We are about to do this again. Do we have any better answer
than we had? We are sending folks back in; we don’t even know
what happened to them last time.

Dr. ROSWELL. It is a fair question.

Mr. FILNER. Is that a fair summary that I gave?

Dr. ROSWELL. It is an appropriate question. It is a legitimate
question. It is one that we have given a great deal of consideration
to.

We have worked very carefully with the Department of Defense.
VA has asked and been assured that full deployment health survey
information will be obtained on all personnel being deployed and
that that information would be provided to the VA. During the 10-
year interval between Gulf War I and the current conflict that we
are looking at as a possibility, tremendous strides have been made
in our ability to identify hazards associated with the use of chemi-
cal-biological agents. There would be enhanced monitoring. There
would be enhanced surveillance. DOD has taken steps, I am told,
to implement a way to track the location of personnel assigned to
the theater of operations which will allow us to better coordinate
potential risk exposures.

Mr. FILNER. You are learning this job of obfuscation very well.
If you look at the transcript that comes out, I asked, do we have
any explanation for what happened?

Dr. RosweLL. We don’t have an answer for the Gulf War
illnesses.
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Mr. FILNER. We could be sending the guys right back into what
happened before. Now, I have asked again for the historical
record—I would appreciate if I could have 1 more minute, Mr.
Chairman.

The CHAIRMAN. Just one, and then we will go to Mr. Brown.

Mr. FILNER. We had asked—many years ago—DOD if they had
the a record of the inoculations that were given to each of the serv-
icemen and -women. They claimed—I cannot accept the truth of
this—that they didn’t have such records, which is beyond the pale
of credibility.

Now, one of your colleagues, at a hearing, mentioned these
records; and I said, Oh, can I get them, because they told me they
didn’t have them. And she said, Sure. I never heard from her
again, by the way.

We are claiming we have no record of the past situation in terms
of injections, vaccines given, and yet we are going right out again.

We don’t have any answers for these folks. People have sug-
gested answers, and VA and DOD have refused to look at them.
That is what gets my dander up, that there have been legitimate
scientists and researchers who have said, We think we know why,
and nobody will give them the opportunity to prove it. And we are
going to have another 125,000 come back.

Dr. RoswELL. I agree with your frustrations, and I share those
frustrations. There has been over $200 million committed to re-
search into Gulf War-related illnesses. In fact, we have recently an-
nounced as much as $20 million to be made available by fiscal year
2004 to focus on the sequelae of Gulf War illnesses. We have just
created a commitment to fund a Neuroimaging Center of Excel-
lence to look at neurodegenerative diseases that may be associated
with environmental exposures, including Gulf War types of expo-
sures. We have a new research advisory committee that we take
very seriously concerning their recommendations about continuing
to explore the causes of Gulf War illnesses.

So there is an unprecedented level of cooperation with DOD. We
have renewed our commitment to research. We have redoubled our
efforts to focus on those illnesses.

But, yes, this is a major concern, which is exactly why I feel so
strongly about making sure that what finite resources are available
to the Department are redirected to the services we know we will
need if we have men and women injured or disabled by a future
combat experience.

The CHAIRMAN. Thank you. Chairman Brown.

Mr. BROWN. Yes, thank you.

Dr. Roswell, thank you for coming today and thank you for all
you do for the veterans of this Nation. My question would be, how
is the pilot project working now, where we allow veterans to use,
you know, outside medical facilities to meet their needs?

Dr. RoswELL. We have a couple of efforts in that regard Chair-
man Brown. We have an emergency hospital benefit that is avail-
able to all veterans who may need emergency care and haven’t
been able to get it through the VA. On the other hand, routine care
in non-VA hospitals is usually restricted to veterans with service-
connected disabilities.
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We do have one pilot program operating in Florida that was au-
thorized by this committee several years ago that basically allows
veterans treated at this particular clinic location in Brevard Coun-
ty, Florida, to receive hospitalization in the community. Because
we don’t have access to Medicare as a primary payer, like
TRICARE For Life beneficiaries do, that pilot program has proven
very costly for veterans who have third-party insurance. It is very
manageable for the small number of veterans who have no health
care benefits or insurance, we are able to cover that, but for the
veterans who are Medicare-eligible, because we can’t coordinate
Federal health care benefits, we have to ask those veterans to self-
refer; otherwise, the cost would be prohibitive.

I think we have learned a lot from that pilot program. A full re-
port has been submitted to this committee during a past session,
and it is certainly something that we continue to monitor.

Mr. BROWN. I know my particular reason—I think we talked
about it personally, but we had—one part of our district was some
100 miles or so from primary care. They have to make appoint-
ments and commute that long distance. And if there was available,
you know, the health care delivery right there in that location, it
WOU.IC% certainly be of some benefit to those veterans that have to
travel.

And also I think the variety of care that could be offered, rather
than just the, you know, specialized care, I guess, that is being of-
fered at the veterans hospital itself.

So do you think there is any chance that we could maybe coordi-
nate those benefits with Medicare and private pay and—to meet
some special needs for the veterans?

Dr. ROSwWELL. I think we could. I think there are two possible en-
couragements, and with regard to the Myrtle Beach area that you
refer to, certainly the CARES process will allow us to examine
that. We are undergoing that process and we expect to have final
recommendations approved by the Secretary by November of this
calendar year. So that is one effort that will address the specific
needs in your home State.

With regard to the coordination of benefits, I am optimistic
TRICARE For Life, a benefit approved by this Nation for military
retirees, essentially is a benefit that allows Medicare to be the first
payer and DOD to be the second payer. If it is good enough for
military retirees, why isn’t it good enough for veterans? If we could
let Medicare be a primary payer and VA be a secondary payer
where we had to use non-VA facilities to meet a dire need for care,
then why would we waste appropriated VA health care dollars to
pay the full cost of care if Medicare could be the primary payer?

The legislation has precedent. Certainly I would like to work
with the committee to seek that benefit.

The CHAIRMAN. Mr. Chairman, are you finished?

Mr. BROWN. Yes, sir. Thank you.

The CHAIRMAN. Thank you very much.

The Chair recognizes Mr. Boozman.

Mr. BoozMmaN. Dr. Roswell, I do want to thank you and your
staff. You have got a very difficult job and we have always found
you very, very helpful in the problems that we have come across.
I think one of the committee’s concerns is that we would like to
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know a little bit about your plans as far as the relationship be-
tween the Office of Research Compliance and Assurance and the
Office of Research and Development.

Mr. ROSwWELL. We created the Office of Research Compliance and
Assurance in 1999 because of concerns with the conduct of human
research. Human research in safeguarding our subjects is one of
our highest priorities. But since the creation of the Office of Re-
search and Compliance in 1999 we have continued to have signifi-
cant, potentially serious problems with the conduct of human re-
search. The Office of Research Compliance and Assurance, or
ORCA, which is easier for me to say, was set up as an independent
entity within the Veterans’ Health Administration to look at com-
pliance and facilitate compliance through education and policy
formulation.

What we have found since 1999 is that ORCA has been very ef-
fective at determining compliance. But because it is a separate en-
tity the ability to formulate needed policy changes that will facili-
tate compliance and then provide the necessary education not only
to investigators but to research administrators and support staff
has not taken place because of ineffectual communication between
the ORCA office and the Office of Research and Development.
Therefore, we have recently taken an effort to integrate to a cer-
tain, but very limited, extent the ORCA office and the Office of Re-
search and Development. ORCA will still have a separate budget,
a separate funding stream. They won’t have any programmatic re-
sponsibilities over research funding or administration. They will
keep their evaluation responsibilities, but they will report dually to
the Chief Research and Development Officer and to my office.

Then in addition, to make sure that we have sufficient external
oversight, we have contracted with a National Committee for Qual-
ity Assurance, or NCQA, to do independent audits and certification
of our research programs at every location in the Nation. We also
have independent external accreditation that is exercised by the
Office of Human Research Protection in the Health and Human
Services Department as well as our own Inspector General and in
many cases the Food and Drug Administration as well.

With these four types of external oversight, we believe that the
ORCA efforts will be more effective in facilitating the needed policy
changes and education of staff that will allow us to finally reach
full compliance by having it better integrated with the Office of Re-
search and Development.

Mr. BoozmaN. Okay. Again, in looking through this it does ap-
pear that the committee has been very interested in keeping that
unbiased objective and along those lines. It appears that you might
have a conflict though if basically people are working with each
other, maybe for each other and then trying to regulate the entity
that they are potentially working for. Is that not——

Mr. ROSWELL. I understand your concern. But let me assure you
that there is no one in the Department of Veterans’ Affairs, VHA,
and certainly not in the Office of Research and Development, who
wants anything more than to absolutely totally protect the rights
of patients who are involved in the conduct of research. This is not
the fox watching the hen house. The fox watching the hen house
wants to eat the chickens. In this case the Office of Research and
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Development is doing everything it can to protect the research in-
vestigators, and that is the intent of both programs, to make sure
that the integrity of our research programs is absolutely beyond re-
proach. But the inspection could be separate, and I understand
that. But when inspection after inspection continues to identify
problems and we don’t make progress in facilitating changes, then
it is time to figure out how to integrate those efforts so they are
more effective.

Mr. BoozMAN. I understand. I haven’t been here a long, long
time and yet sadly I have sat through hearings where, you know,
somebody in your position several years ago probably was making
the same statements and yet things were being done that never
should have been done, okay? Now, are you going to at some point
then report to Congress your changes as to how you are proposing
to do this or are doing it now?

Mr. ROSWELL. Yes, sir. In fact, tomorrow we have a meeting with
the Oversight Subcommittee staff to address some of the proposed
changes and we will be certainly making all of our progress to-
wards that end. We will be communicating on a regular basis, most
likely through the Subcommittee on Oversight.

Mr. BoozMAN. Okay. Thank you.

The CHAIRMAN. Mr. Bradley.

Mr. BRADLEY. No, thank you at this time.

The CHAIRMAN. Mr. Beauprez.

Mr. BEAUPREZ. Thank you, Mr. Chairman. Dr. Roswell, forgive
me as a freshman if my questions are overly naive or perhaps rep-
etitious, but I have two questions I would like to raise. I am from
Colorado. Are you familiar with the Fitzsimmons Army Base and
the redevelopment of that site?

Mr. RoswELL. Yes, sir, I am.

Mr. BEAUPREZ. A rather glorious project I assume you would
agree. And I assume from your response that you are also familiar
with the ongoing efforts to relocate the existing Veterans’ Adminis-
tration Hospital from Denver out to the Fitzsimmons base.

Mr. ROSwELL. Yes, sir.

Mr. BEAUPREZ. I think that holds, from my admittedly biased
perspective, holds a tremendous opportunity for improved health
care for our many veterans in that area, in that region, certainly
an opportunity for them to access quality health care by the many
other providers at that site and partner with non-VA providers, as
you have indicated apparently a growing willingness to do. Our
veterans are very excited about that, and what put me over the
edge in supporting it is the relatively short-term recovery of the
initial cost by improved operational overhead and expense. So I am
pleased to see that you are aware of it and hope that somehow we
can collectively move that project forward and see it to fruition.

Mr. RosweLL. Well, I am delighted with your support for the
project and I am pleased to tell you that we are very interested in
the project. We have actually taken it a level beyond the VA be-
cause the Air Force and the Department of Defense have also ex-
pressed interest in relocating to the University Hospital Colorado
site at the former Fitzsimmons Army Center. We have recently cre-
ated a task force that includes both DOD and VA representation
to explore feasibility and options to begin a relocation to that cam-
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pus, and within the next 2 weeks I will personally be meeting with
the chief executive officer of the facility to discuss some of the spe-
cifics of that relocation effort.

Mr. BEAUPREZ. Good. I appreciate that. Let me explore one other
avenue with you. I was taken last night in the President’s com-
ments by his concern for drug addicts and their needs and certainly
for some of the most needy in our society. The question comes up
about homelessness, and especially the 250,000 to 300,000 veterans
that sadly are homeless every night. What is the VA doing? Are we
being proactive enough or are we simply reactive or is it a problem
that just won’t go away and we are simply not addressing it ac-
tively enough at all?

Mr. RoswELL. We have aggressive efforts to address the problem
but it is not a simple answer. Solving homelessness is not simply
a matter of providing housing. Homeless veterans are homeless be-
cause of an underlying problem, and to be able to break the cycle
of homelessness it is absolutely essential that we take the time and
effort to understand what the underlying problem is—often it is
substance abuse—and make sure that the veteran gets the needed
therapy and treatment to assure that that cycle is broken in addi-
tion to providing transitional housing and a resocialization, retrain-
ing, reeducation, reintegration model into society.

We have had a very effective homeless grant and per diem pro-
gram that provides grants for nonprofit agencies to create transi-
tional beds. But sadly sometimes they haven’t had the rehabilita-
tion services effectively integrated. We continue to expand that pro-
gram, and I am pleased to say that this year we are adding $10
million in benefits for dental care for homeless vets to help with
much needed dental care. We are adding an additional $5 million
to a program to integrate homeless care through the Department
of Health and Human Services and HUD along with VA to address
that. We are adding $2.5 million to address the fire and safety
issue, life safety issue in the existing homeless beds that we have.
But I have asked our Homeless Advisory Committee, not once but
on two separate occasions, to help me address how we break the
cycle of homelessness to make sure that the rehabilitation services,
the substance abuse treatment, the treatment for serious mental
illness is available throughout the transitional housing process be-
cause that is where we continue to have recidivism and the home-
less veteran winds up back on the streets.

Mr. BEAUPREZ. I would hope that in my time on this committee
that I could see progress made in breaking that cycle. I have very
close personal experience with that tragedy, and it impacts not only
certainly the veteran but the veteran’s family, and it is a tragic
cycle.

Doctor, thank you very much. Mr. Chairman.

The CHAIRMAN. Mr. Beauprez, would you yield on that, on the
question of homeless veterans?

Mr. BEAUPREZ. Yes.

The CHAIRMAN. Perhaps you could elaborate further, Dr. Roswell,
because, as you know, the homeless assistance legislation that we
enacted and the President signed, authorized over a 5-year period
approximately a billion dollars. It was a bipartisan effort and it
had the dental benefit in it. Maybe you might want to elaborate on
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that $10 million. Is that a proposal in the budget that will come
to us in a week or so or is that something you are doing with exist-
ing funds?

Mr. ROSWELL. No. We have authorized dental care, which we an-
ticipate will probably—when fully annualized will probably—our
best estimates are 12- to $14 million a year, but we anticipate be-
cause that has now been fully implemented that the dental health
care benefit for homeless veterans will probably reach about $10
million this fiscal year. So that, coupled with the 2.5 million for fire
and life safety issues, coupled with the 5 million we have recently
made available to the HUD-HHS joint project, really is beginning
to seriously address the kind of commitment that is needed.

The CHAIRMAN. That is encouraging. Last month I met with the
Secretary and I asked him if he would help us secure $36 million
for additional homeless programs, and I wonder what might be the
status of that. And secondly, it is my understanding of the 270
grant applicants only 52 or approximately 50, maybe 52 is the right
number, so one in five, and I am sure more than one in five were
deemed credible and ought to be funded if the money were avail-
able. What is the status on that? And I thank my friend for yield-
ing his time.

Mr. RosweLL. Well, in fact, many of the grant applications are
not ready to be funded because of the nature of the nonprofit orga-
nizations, which are often well-intentioned and very dedicated and
compassionate community leaders; they don’t have the experience
in grant development and we really need to provide help. Many of
the grants simply don’t meet the standards that would allow us to
provide the money and assure the safety and ongoing welfare of the
veterans who might be housed there. To that end we have made
available another $750,000 this fiscal year to specifically offer tech-
nical assistance to those individuals who seek to apply for a home-
less grant program. So we are really addressing this in a com-
prehensive way to build over a multi-year period a much more com-
prehensive homeless program.

The CHAIRMAN. Again, if the gentleman would continue to yield.
If you could get back to us on the $36 million, because we had that
itemized as to how we would have hoped that money would be
spent. And you might recall, and I am glad the 750,000 is being
used, that is how we had it in the bill because there is a technical
assistance that is required or helpful for these NGOs to get the job
done. But on the issue of the domiciliaries, which is another home-
less issue that we found—and as a matter of fact it was the VA
itself that gave us the input from the existing doms that they were
working so well. But we need more of them. And I have been to
doms. I have seen how well they work, how they train up our for-
merly homeless veterans as they matriculated back into society by
teaching life skills and really getting those good habits deeply im-
pressed into them. We had authorized 10 more. What is your
thought on that?

Mr. RosweLL. We are looking at that through the CARES proc-
ess. Let me point out if I may, Mr. Chairman, the distinction be-
tween the VA dom and the transitional beds provided through the
homeless grant. That is exactly what I am talking about. When we
have a homeless program situated in a domiciliary collocated with
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a VA medical center we have that access to substance abuse treat-
ment, to counseling, and we are able to provide the intensive serv-
ices that really provide the needed therapy for many of the under-
lying problems that have triggered homelessness. And that is an
excellent model. The problem is that sometimes our doms aren’t lo-
cated where homelessness is a problem. I recently visited one of
our medical centers that had a large domiciliary. And yet it was
in a very wealthy neighborhood, and as I was talking to one the
clinicians, I said, you know, you would have to drive up and down
the street for the better part of a month to find one homeless vet-
eran in this neighborhood. So we have to sometimes look at the
mismatch between where the doms are, where the need for transi-
tional housing is because homeless veterans have certain biases.
They tend to be regional. And we have to look at the geographical
location of where the doms could be and should be to address
homelessness. But we are doing that, I am pleased to tell you,
through our CARES process.

The CHAIRMAN. Just for the record, it has been my experience
that proximity to where one was homeless is not a determinative
factor for many, even a place like Vets Haven, which Mr. Ryan and
I visited. We found not to our surprise that most of the veterans
who were there who are homeless and now getting the needed care
were from North Jersey and this is in South Jersey. So it is a mat-
ter of putting them into a bus. They are living in the facility.

Mr. ROSWELL. Relocation sometimes can be effective, I would
agree.

The CHAIRMAN. Okay. Ms. Brown-Waite. And thank you, Mr.
Beauprez.

OPENING STATEMENT OF HON. GINNY BROWN-WAITE

Ms. BROWN-WAITE. Thank you very much. Dr. Roswell, I come
from an area where we have waiting lists of up to 18 months for
the initial appointment. And I think one of the saddest constituent
cases I had was a woman whose husband was at the 16-month pe-
riod of waiting, had another 2 months, and she realized he was so
sick he couldn’t wait that extra 2 months. He had cancer. Had he
had an appointment sooner, he would be here today, but he is not.
While you talked about reducing the waiting period, I am afraid it
is not geographically spaced and that it is not geographically rel-
evant to where people are moving to. They are obviously moving
to the Sun Belt. They are moving to Arizona. They certainly fol-
lowed me to Florida, and I have a large number of veterans in my
area. I would like to know, A, what you are doing about having ge-
ographic representation of whittling down those waiting lists.

And number two, on the specialty care, if you are looking for spe-
cialists, I hear complaints that at the VA clinics that there are no
dermatologists in the Sunshine state, that the wait for an audiol-
ogist is well—once you get in then you have to wait another 2 years
to see an audiologist. And if you are looking to recruit specialists,
let me share with you that I am hearing from doctors, because of
the high cost of medical liability insurance, that they are very anx-
ious to join the VA system because they would get sovereign immu-
nity. So this may be the time to encourage the specialists to come
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to the VA and have a retention program. I would like to know what
you are doing there also.

Mr. RosweELL. Thank you for both of those questions, and cer-
tainly your district is an area that I am familiar with from my pre-
vious experience. Let me begin with the misallocation of funds, if
you will. We recognize that waiting lists are distributed inequitably
or variably around the country. That is exactly why we use a re-
source allocation model to distribute Medicare dollars to those re-
gions of the country that have greater workload. We have asked
each of the VISN directors to develop a certification plan based on
the expected 2003 budget. The director of VISN-8, the area you are
from, has done a remarkable job within finite resources of address-
ing the waiting lists throughout Florida, but he clearly needs the
additional resources that will be brought with the 2003 appropria-
tion at the full House and Senate mark to allow him to build the
capacity that will eliminate those waiting lists this year. The
VERA model, that is the Veterans Equitable Resource Allocation
model, that distributes those funds with the full House-Senate ap-
propriation mark would distribute a minimum of 5 percent addi-
tional dollars and a maximum of 12 percent additional dollars to
various portions of the country. VISN-8, your region, would receive
the full 12 percent increase in allocation, which is about at much
as can be effectively used on an incremental basis in a single year,
and that would really allow Network 8 to address the waiting list
in a way that we believe would come very close if not completely
eliminating those lists by the end of this fiscal year.

With regard to the specialists, I still haven’t been able to find
dermatologists in Florida who would come to work for VA salaries.
In some specialities you are absolutely right. Certainly VA offers
a remarkable practice setting for many physicians in an increas-
ingly litigious society. We recognize that. But we also recognize
with some of the scarcer specialities, such as a dermatologist, in
Florida VA’s pay schedules, pay latitude is still insufficient to at-
tract them. That is exactly why we need the committee’s support
with the physician and nurse pay legislation package that will be
forwarded later this year.

Ms. BROWN-WAITE. Just for a follow-up question, what assur-
ances do we have that we won’t be hearing the same thing next
year, that I won’t be going home at the end of this year and hear-
ing the same, and I mean this, the same stories that rip your heart
out because we need to act and we need to act now. The woman
that I told you about, she not only lost her husband, but she then
had extensive bills because she ended up taking him to a non-VA
facility. I don’t want that to ever happen again. And she called me
and she said, I am just letting you know, this at the time I was
a Senator. She said, senator, I am just letting you know so that you
realize, please don’t let this happen to anyone else. I will never for-
get that call that she made to me. I don’t want this year to be over
and not have that take place. So what do we need to do? And that
may be a very naive question for a freshman but I need your help
in answering that, please.

Mr. ROSWELL. It is a very appropriate question and it is one that
I feel just as strongly as you do. First, let me assure you that our
policies are that any veteran on any waiting list who has an urgent
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need for care will receive that care and no veteran to my knowl-
edge has been turned away who had an urgent need for care. The
waiting list is intended to be used solely for those people who are
seeking elective primary care and access specialty care. The audiol-
ogist you spoke of, in fact, that wait is often predicated by veterans
who are seeking hearing aids because they have had hearing loss
associated with increasing age, like happens to all of us. But you
are absolutely right, we have got to make sure that that doesn’t
happen again. That is why we need to take a suspension in enroll-
ment of priority 8 veterans and use the additional dollars in the
2003 appropriation with the special pay authority that is very
much needed to be able to recruit additional primary care physi-
cians and specialty physicians, build the nursing and support staff
that wi